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The quality of pediatric care has improved remarkably in recent decades, considering investments in primary healthcare, improved diagnosis and treatment techniques, intensified preventive programs, pre-, peri-, and postnatal care, and an increased number of public policies to control morbidity and mortality among children and adolescents (Patenaude & Last, 2001; Silva, 2000; Tates & Meeuwesen, 2001 ). This context has enabled a significantly higher percentage of cures and/or the control of previously fatal diseases such as pediatric cancer, and shows the importance of understanding how patients and their families experience the heath-disease continuum. One of the best times to grasp this understanding is the analysis of communication that takes place during pediatric visits, because consultations represent an essential context for the promotion of child development and enable stakeholders to address issues such as care, protection and psychosocial factors, including parental upbringing, school practices, feeding practices, family dynamics and socialization, which are also determinants of health and disease (Patenaude & Last, 2001; Silva, 2000; Tates & Meeuwesen, 2001 ).
The literature emphasizes that the quality of information provided by physicians is directly related to the satisfaction of patients with the service, general quality of health, adherence to treatment, symptoms and clinical responses, understanding concerning the diagnosis and treatment, improved management of psychosocial factors related to the treatment (e.g. satisfaction with sociofamilial support, dealing with professional and financial difficulties, adjustment to changes in the family routine and dynamics, parental upbringing practices), improved recall of explanations and decreased need to return to the outpatient clinic (Ammentorp, Kofoed, & Laulund, 2011; Clark et al., 2000; Cohen & Wambolt, 2000; Coyne & Gallagher, 2011; Croom et al., 2011; Crossley & Davies, 2005; DiMatteo, 2004; Drotar, 2009; Fiks, Localio, Alessandrini, Asch, & Guevara, 2010; Fisher & Broome, 2011; Howells & Lopez, 2008; Nobile & Drotar, 2003; Sleath et al., 2011; 2012; Swedlund, Schumacher, Young, & Cox, 2012) .
Considering pediatric visits from a systemic perspective, it is worth noting that efficacious communication also impacts the experience of the professionals involved in the process because it implies the patients trust the physician, more and better information is provided by the pediatricians, psychosocial difficulties are alleviated (e.g., less frequent return medical visits, and a consequent decrease in work overload for medical staff, more efficient consultations, and greater ease in establishing diagnoses and prescribing treatments), improved understanding and recall of recommendations, (Crossley & Davies, 2005; DiMatteo, 2004; Drotar, 2009; Howells & Lopez, 2008; Nobile & Drotar, 2003) .
Another important aspect is that the literature shows that a pediatric consultation is administered by the physician responsible for most of the interactions, that is, the caregivers' participation in communication is between 38 and 48% and the child's participation in this verbal exchange is between 2 to 14%, only providing basic information or establishing bonds with the professional; parents and physicians may exclude the patient due to a protective tendency (Coyne & Gallagher, 2011; Coyne & Harder, 2011; Hallström, 2004; Nova, Vegni, & Moja, 2005; Perosa, Gabarra, Bossolan, Ranzani, & Pereira, 2006; Ranzani, 2009; Tates, Elbers, Meeuwesen, & Bensing, 2002a; Tates & Meeuwesen, 2000; 2001; Tates, Meeuwesen, Bensing, & Elbers, 2002b; Vaknin & Zisk-Rony, 2010; Wassmer et al., 2004; Young et al., 2010; .
There is also a discussion concerning individual demands of both caregivers and children, an aspect considered essential for satisfactory interactions (Aburn & Gott, 2011; Coyne & Gallagher, 2011; Coyne & Harder, 2011; Lambert, Glacken, & McCarron, 2011; Nestel, Taylor, & Spender, 2004; Ranzani, 2009; Ringnér, Jansson, & Graneheim, 2010; Zwaanswijk et al., 2011) . Studies conducted by Felt and O'Connor (2003) , Hayutin, Reed-Knight, Blount, Lewis, and McCormick (2009), and Silva (2000) report the effects of procedures estimating issues that will be addressed during communication with the pediatrician based on questionnaires and checklists that are completed by the caregivers and/or pediatricians before a consultation and are used as a reminder during Psico7B.pmd 6/4/2015, 17:09 222 consultations. In these studies, these procedures led individuals to more frequently address psychosocial topics, such as parental practices, school activities, difficulties related to family dynamics and routines, professional or financial hardships, in addition to greater scores for satisfaction on the part of caregivers and a greater focus on parents' specific demands, emphasizing the benefits of this type of intervention on the triadic interaction among the patient, caregiver and physician (Felt & O'Connor, 2003; Hayutin et al., 2009; Silva, 2000) .
Even though studies addressing communication in the field of pediatrics are relevant, there is a scarcity of studies addressing psychosocial interventions designed to improve interactions, include the pediatric patient and promote individualized discussions concerning the demands of children and caregivers (Kohlsdorf, 2012) . Additionally, the following aspects appear to be relevant: (a) direct observation of medical visits to promote reliability and understand the dynamics of the triadic interaction, avoiding indirect assessment of the communication process or measures that require recall or memory exercises such as interviews performed some time after the visit, and (b) studies assessing how caregivers, children and pediatricians use lists of topics to be addressed during the medical visit according to the aforementioned procedures, since this understanding may support future research.
This study is part of a larger research project addressing the effects of a procedure estimating topics to be discussed during medical visits, called behavioral pre-consultation, on pediatric consultations. Its specific objective was to present how this checklist was included in the consultations and its effective use by the physician-caregiverpatient triad. Other results of this larger research project can be found in different papers or by contacting the authors.
Method Participants
Three physicians from the Pediatric Oncology-Hematology Center in the Federal District, Brazil, denoted as P1, P2, and P3, aged between 34 and 49 years old and working in the field 
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Psico7B.pmd 6/4/2015, 17:09 223 between 7 and 26 years, participated in this study. Additionally, 27 child-caregiver dyads receiving pediatric cancer treatment were invited to participate in the study, but three refused to participate. Table 1 presents the socio-demographic data of the 24 dyads that agreed to participate in the study.
Instruments
An observation sheet specifically developed for this study was used. It was completed manually over the course of the medical visits to record observations concerning the communication behavior among the physicians, caregivers and children during routine visits and complementary elements to contextualize the care provided. The purpose of this form was to record behavior functionally relevant to the communicative interaction, aspects related to the context of care, and other information that could later enhance data analysis; e.g., when some of the participants left the physician's office, the child's or caregiver's crying episodes, or when the physicians read the preconsultation list described below.
A protocol for behavioral pre-consultation records based on the studies conducted by Zannon (2001) and Zannon, Pereira, Arruda, Kohlsdorf, & Rocha (2002) was used (Attached). This protocol described both the patient and caregiver: (a) diagnosis definition; (b) understanding regarding therapeutic planning; (c) difficulties concerning the treatment; (d) costs to adhere to treatment; (e) doubts and expectations; (f) issues expected to be discussed in the ensuing consultation, and (g) other issues. To address these topics, a semi-structured script was developed for the pre-visit interview.
Procedures
The physicians and caregivers were invited to participate in the study and read and signed free and informed consent forms, while the children consented verbally in the presence of their parents.
The procedure consisted of brief meetings with each dyad at the time they were waiting for the medical consultation in the waiting room. The participants were interviewed before the consultation for an average of 17min2s (Standard Deviation -SD = 6.34); interviews lasted a minimum of 5min55s and a maximum of 35min25s. At this point, the demands and topics suggested by parents and children were recorded in the pre-consultation protocol, a document that was attached to the cover of the patient's medical file that would be used at the subsequent consultation. The document served as an indicator to the physicians of the dyad's understanding regarding the diagnosis and treatment, difficulties, doubts, issues they expected would be addressed during their visit, and other relevant aspects. At the beginning of data collection, each physician was verbally instructed in regard to the purpose of this protocol:
We will interview patients and caregivers before the consultation and record their demands on this sheet, which will be attached to the cover of the patients' files to be included in the following consultation as a reminder of the listed topics.
A total of 70 consultations were audiorecorded with the three Physicians (P) because 15 dyads attended more than one consultation. Twenty-three consultations were recorded with P1, 33 with P2, and 14 consultations with P3. The duration of consultations ranged from 9min14s to 41min24s, with an average of 21min2s (SD = 7.40).
In accordance with Resolution nº 196/96, Ministry of Health, the research project was submitted to and approved by the Figure 1 presents the correspondence between topics recorded in the pre-consultation protocol and their inclusion in the communication of consultations, chronologically organized, considering only the interaction between physicians and children. In this first analysis, we considered the initiative of addressing the topics listed, that is, which individual in the triad first mentioned the topic previously recorded in the protocol. We observed whether there was a correspondence between listed items and verbalizations.
Results
Therefore, for this analysis, presented in Figure 1 , we considered the total amount of items listed in each pre-consultation (indicated as "total demands") and, within these total amounts, the absolute frequency of items first addressed by the physicians (e.g., physician reads the pre-consultation protocol and says: "do you want to know when you will be able to go back to school? Only by the end of the year, ok?") and the absolute frequency of topics initially addressed by the children (e.g. child asks: "can I already go back to school ma'am?", which corresponds to a demand previously noted in the pre-consultation).
Note that there were only three times the children initiated addressing items that were previously listed in the protocol. These initiatives correspond to only 2% of total demands. P1 and P2 showed a remarkable pattern of discussing the items listed in the protocol, even though these physicians did not address any of the items listed for 24 consultations.
Physicians 3 did not follow a pattern in regard to the protocol and mentioning the items listed. Specifically in regard to this physician, few demands were recorded, an aspect that may be related to the children's clinical condition (this physician provided care only to patients with solid tumors, a condition that causes frequent pain and sickness and may hinder communication during consultations) or to the duration of treatment (four months for all the patients). The only demand included in the communication was on the initiative of the child and was related to dietary restrictions ("can I eat strawberry yogurt?"). Items not included in the consultations provided by P3 were related to therapeutic planning (n = 2), difficulties with procedures (n = 2), diet (n = 2), issues concerning care, hygiene and leisure (n = 1), and school activity (n = 1).
In ten consultations, P1 failed to include at least one item in the consultation regarding: fundamentals of neoplasia (n = 6); difficulties regarding the treatment (n = 6); management of side effects (n = 2); recommendations of care, hygiene, and leisure (n = 2); therapeutic planning (n = 3). For the visits recorded with P2, all the items were addressed in 14 consultations and in 13 consultations there were demands that were not addressed and that were related to behavioral complaints or difficulties with the treatment (n = 8), fundamentals of neoplasia (n = 5), dietary recommendations (n = 4), orientation regard care or hygiene (n = 3), therapeutic planning (n = 4), or school activity (n = 1).
Considering the consultations of P2, we note that visits 3, 11, 17 and 20 were atypical because they were either for urgent care/hospitalization of the child and/or difficulties faced within the service. This context may potentially impact an effective inclusion of the pre-consultation in the communication, hindering the discussion of demands previously listed and may be related to low adherence rates for the use of the protocol in these specific cases. Figure 1 also presents interesting data regarding the gradual inclusion of the preconsultation in pediatric communication because the consultations were presented in chronological order. Considering the consultations recorded with P1, the items listed were not addressed in the three first visits, however, after the fourth consultation, there is a remarkable change in the physician's behavioral pattern as this professional starts, though irregularly, to include the topics listed by the children. In the first five consultations provided by P2, topics listed were not addressed. However, it is noticeable that from the sixth consultation on, the discussion of items that interested the children began to be addressed. Figure 1 , we considered the total amount of items listed in each pre-consultation (indicated as "total demands) and within these total amounts, the absolute frequency of items first addressed by the physicians (e.g. "the next hospitalization will be only next month, ok?") and absolute frequency of topics initially addressed by the caregivers (e.g., mother asks "how long will he take this medication?", which corresponded to a demand previously listed in the pre-consultation protocol.
We note that both P1 and P2 were usually the first to address the topics listed, however, the caregivers also had an important part in including the demands in the communication process, which corresponded to 30% of the total initiatives. Some of the items listed were not discussed by P1 in 18 consultations. These demands referred to parents' difficulties and/or expectations regarding the clinical response (n = 15), fundamentals of neoplasia (n = 5), information on relapses (n = 5), recommendations concerning care, hygiene and leisure (n = 5), management of side effects (n = 5), difficulties regarding the healthcare system (n = 2), and school activities (n = 1).
Considering the consultations of P2, demands not addressed during 12 consultations involved complaints in regard to the child's behavior (n = 9), management of symptoms or intercurrences (n = 6), fundamentals of neoplasia or treatment (n = 4), dietary recommendations (n = 3), orientation regarding care or hygiene (n = 2), therapeutic planning (n = 2), use of alternative medication (n = 1), and school activities (n = 1). According to what was previously indicated, consultations 3, 11, 17 and 20 were atypical either due to the child's clinical condition or difficulties faced within the healthcare service, which may explain the infrequent use of the protocol, or no use at, all during these consultations.
Again, we note the low adherence to the protocol on the part of P3, however, when the physician did not address the items listed in the protocol, the caregivers took the initiative to address and discuss these items, which corresponded to 84% of the total initiated discussions. The topics included by P3 were therapeutic planning, recommendations regarding care, hygiene or leisure, use of alternative medication and traditional medication (Bactrim). In all the consultations, there were items not addressed that corresponded to parental upbringing difficulties and/or expectations regarding clinical response (n = 9), recommendations regarding care, hygiene and leisure (n = 6), therapeutic planning and hospitalization (n = 6), fundamentals of neoplasia or treatment (n = 5), management of intercurrences or side effects (n = 3), use of medication (n = 3), concern regarding relapses or sequelae (n = 3), dietary recommendations (n = 3), and doubts concerning exams (n = 1).
Figure 2 presents the gradual process by which the pre-consultation protocol was included in the consultations: virtually none of the items were addressed in the first consultations recorded with P1. However, from the third consultation on, the physician, even though irregularly, started addressing the items listed. P2 addressed the items in the protocol from the first consultation, and P3 used the pre-consultation protocol in the first and third visits only.
For a second data analysis, taking into account the process of adherence to the preconsultation protocol, the physicians' behavior (addressing the topics listed in consultations) was computed in terms of a percentage. Hence, only the behavior of the pediatricians was considered and the parents' or patients' verbalizations were excluded. We consider the physicians to have adhered to the protocol when we could observe total correspondence between the items listed and those addressed by the physicians, even when a child or caregiver had brought it up earlier in the consultation. In this analysis, the examples include [physician reads the protocol and checks each item] "we've already talked about school… hospitalization, ok… medication is alright… We've discussed everything, right?", (P2) ; "it's written here that you want to know the cause of the tumor, but we don't know, nobody knows, so don't think or dwell on that, ok", (P1); and also "about the medication, what you've already asked and is listed here, do you have any additional doubts?" (P1). This result shows a process in which the routine of the consultations changed, gradually including the protocol in the communication process. Figure 3 shows this curve of acquisition of behavior concerning the inclusion of the topics listed and considering the chronological order of consultations. Figure 3 shows the procedural acquisition, by P1 and P2, of behavior concerning the inclusion of the pre-consultation protocol in the consultations, taking into account both the demands of the caregivers and children. Considering the consultations recorded with P1, we note this professional's low adherence to the protocol in the first two visits; however from the third and fourth consultations, P1 established a regular pattern, from 40 to 100%, of the effective use of the protocol. Consultations 1, 5 and 19 were considered atypical because the children required urgent hospitalization (consultations 1 and 19) and there were issues within the service that required P1 to constantly leave the office (consultation 5). These contexts potentially influenced the extent of adherence to the protocol in these specific consultations and hindered addressing the items listed due to other priorities within the service.
Taking into account the consultations recorded with P2, we stress that the demands of caregivers began being addressed more regularly after the fourth session. The demands of children, however, were included in an irregular fashion and only after the sixth consultation. These findings also show a procedural acquisition of behavior on the part of the physician to address the items listed during consultations. Consultations 3, 11, 17 and 20 were atypical due to the clinical conditions of the children and difficulties in providing the service, an aspect that potentially influenced the low adherence to the protocol in these specific events.
As previously noted, P3 showed low adherence to the protocol, addressing 50% of the items listed by the caregiver in the first consultation and 20% of the caregiver's items in the third consultation, as well as 33% of the child's demands in the third consultation. Nonetheless, P3 stopped using the pre-consultation protocol in the remaining consultations. At the end of the study, in an interview, the physician listed the reasons for not adhering to the protocol, which included difficulties faced within the service: 
Discussion
This paper presents an analysis concerning the inclusion of topics listed in a pre-consultation protocol to be addressed during pediatric consultations. It is part of a larger study addressing the effects of pre-consultation protocols on interaction during consultations. The results present important information for future research and interventions in the context of pediatric care, which we discuss below. First, we stress that children have little participation in the discussion of the topics listed: children's participation corresponds to only 2% of the initiated discussions of the items listed. This finding corroborates data in the literature regarding the exclusion of pediatric patients from communication during medical visits (Coyne & Gallagher, 2011; Coyne & Harder, 2011; Hallström, 2004; Nova et al., 2005; Perosa et al., 2006; Ranzani, 2009; Tates et al., 2002a; 2002b; Tates & Meeuwesen, 2000; Vaknin & Zisk-Rony, 2010; Wassmer et al., 2004; Young et al., 2010; . It is, however, important to note that the effective use of the pre-consultation protocol on the part of P1 and P2 contributed to including specific issues listed by the children in communication, increasing the participation of pediatric patients in the communication process, an aspect emphasized as being relevant in healthcare delivery (Aburn & Gott, 2011; Coyne & Gallagher, 2011; Coyne & Harder, 2011; Lambert et al., 2011; Nestel et al., 2004; Ranzani, 2009; Ringnér et al., 2010; Zwaanswijk et al., 2011) .
Therefore, this study's results present an important initiative to include children in the communication within consultations, contributing to changing the physician-patient relationship to achieve more equalitarian, cooperative and humanized standards. In other words, asking the child to report doubts and suggest topics to be discussed during consultations may be a way to sensitize pediatricians to the need to focus communication on the patients' individual demands, considering them to be the main actors in their health-disease continuum, and who, therefore, should have an active role during consultations. Additionally, enabling the child to reflect upon his/ her own demands during the pre-consultation interview may encourage pediatric patients to practice self-observation, which also contributes to a more participative and assertive role over the course of their treatment, and ultimately, promotes self-care and healthy behaviors in the future adult from a preventive perspective.
In summary, this study represents one of the first initiatives reported in the Brazilian literature concerning interventions aimed to encourage children undergoing chronic treatment to participate in medical visits, and at the same time, favors a change in the communication patterns of physicians toward pediatric patients, contributing to change the traditional physician-patient relationship, moving toward a more biopsychosocial and humanized model. It is necessary to explore other ways pre-consultation protocols can be used, such as in playful interviews with children or implementing pre-consultation forms to be filled out at home.
These findings, combined with the analysis of the initiatives of caregivers in addressing the topics listed (corresponding to 30% of the initiatives), emphasize that the communication in medical consultations is centered on the physicians, an aspect already highlighted in other studies (Coyne & Gallagher, 2011; Coyne & Harder, 2011; Hallström, 2004; Tates et al., 2002a; Tates & Meeuwesen, 2000; 2001; Tates et al. 2002b; Vaknin & Zisk-Rony, 2010; Wassmer et al., 2004; Young et al., 2010; . It is worth noting, however, that the caregivers assisted by P3, who did not follow the protocol, presented remarkable rates of including the topics listed in the consultations, which may be related to the encouragement and sensitization promoted in the pre-consultation and greater communication of demands on the part of the caregivers.
The topics that were not addressed by the physicians mainly reveal topics directly related to the treatment, such as fundamentals of neoplasia, therapeutic planning, and recommendations concerning care, and hygiene, among others. These findings do not allow us to infer whether the content or quality of the topics listed are related to the non-inclusion of these items in the consultation on the part of the physician; i.e., we cannot affirm whether there are topics that are more difficult for physicians to discuss with children and/or caregivers and, therefore, are avoided during consultations.
In agreement with the literature, preconsultation protocols listing topics to be discussed during consultations can improve communication (Felt & O'Connor, 2003; Hayutin et al., 2009; Silva, 2000) . It is also worth noting, however, that the inclusion of the protocol in the consultations on the part of the physicians showed a gradual change in their behavioral patterns in regard to the items listed. In some consultations, the inclusion of topics listed may be hindered by the patients' clinical conditions or difficulties faced by the physicians within the healthcare service. The latter is noted by P3 as an obstacle to the use of the protocol in the consultations.
One important limitation of this study is related to the small sample of physicians, caregivers and children. A larger group of participants would enable more homogeneous data on the effective use of pre-consultation protocols during consultations. Nonetheless, it is important to note that the physicians participating in this study corresponded to 50% of the population available for the study in the single public hospital providing care to children undergoing cancer treatment. Another limitation is the amount of consultations recorded with each physician. Likewise, a larger number of consultations would enable long-term prospective analyses. Finally, the consultations were only audio-recorded and observations were taken for complementary records, due to restrictions within the healthcare service. Video recordings would possibly enhance data analysis and reveal other important events concerning the use of a behavioral pre-consultation.
Further research is needed to systematize understanding of communication that takes place in pediatric contexts, including the perceptions of professionals regarding this interaction (Crossley & Davies, 2005; DiMatteo, 2004; Drotar, 2009; Howells & Lopez, 2008; Nobile & Drotar, 2003) . Additionally, it is important to investigate long-term effects of pre-consultation procedures on communication, and indirectly, on the patients' adaptation to treatment since the quality of an interaction is related to the satisfaction of patients, general quality of health, levels of adherence to care delivery, symptoms and clinical responses, understanding of the diagnosis and treatment, improved management of psychosocial factors related to the treatment, improved recall of explanations, and fewer outpatient return visits (Ammentorp et al., 2011; Clark et al., 2000; Cohen & Wambolt, 2000; Coyne & Gallagher, 2011; Croom et al., 2011; Crossley & Davies, 2005; DiMatteo, 2004; Drotar, 2009; Fiks et al., 2010; Fisher & Broome, 2011; Howells & Lopez, 2008; Nobile & Drotar, 2003; Sleath et al., 2011; 2012; Swedlund et al., 2012) .
This study presented important findings concerning a process through which children, caregivers, and physicians can gradually include an intervention protocol in consultations and benefit from a simple measure related to improved pediatric communication. It is worth noting the gap in the literature concerning analyses of the process through which participants use certain interventions and adhere to such procedures, an extremely important discussion, as is data concerning how this intervention can change communication patterns. Hence, we highlight that this study provides important support to efforts to devise more efficient psychosocial interventions designed to test the effects of other types of interventions on the communication within the triad in healthcare contexts and contributes to the continuous improvement of healthcare provided to pediatric patients.
